Background: Intertrochanteric fractures are of intense interest globally. They are the most frequently operated fracture type, have the highest postoperative fatality rate of surgically treated fractures, and have become a serious health resource issue due to the high cost of care required after injury. A number of problems exist when determining the best option for treatment for intertrochanteric fractures. The classification systems do not work well enough for preoperative planning and the reduction criteria have not been well defined.
30 to 94 years; the most frequent age period was 76 -85 years, injured by low-energy trauma mechanism and 23.8% patients were injured in a highenergy trauma. 56 patients completed the 6-month follow-up evaluation which ranged from 1 to 80 weeks. According to AO/OTA classification, the most common type among the patient population was A2, 27 patients (51.5%); while the most common group from Dorr classification turned to be group B (39.6%). Classification by ASA score revealed Class II to be most frequent among the patient population (56.4%). Nonunion was seen in eight of patients (14.3%) . Three patients (5.4%) had device failure, two cases showed side plate breakage, and another one had screw cut out. There was no significant relationship between AO/OTA classification with the both complications i.e. the development of device failure (P = 0.85) and nonunion (P = 0.99). Non-significant correlation was found between Dorr classification with device failure (P = 0.06) and nonunion (P = 0.11). Conclusion: Regarding recent studies, more effective factor on the outcome is patient's medical condition before surgery compared to the radiographic findings including AO/OTA and Dorr classification.
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Introduction
Intertrochanteric fractures along with other types of hip fractures are among the most common orthopedic complaints especially in the aged population. These impairments impose a great financial burden on orthopedic facilities [1] [2] .
This type of fracture is associated with a 20% bed occupation in orthopedic hospitals [2] . In 1990, it was estimated that 26% of all hip fractures occurred in Asia;
it is now speculated that in years 2025 and 2050 this number will reach 37% and 45% respectively [3] .
Patients with hip fracture are prone to a high risk of morbidity and mortality.
The rate of morbidities and mortalities following the fracture of hip has been reported to be around 15% -20% [4] . Collateral injuries often accompany this type of fracture including urinary tract infections, pneumonia, deep vein thrombosis and pulmonary tract embolism [5] . It has been reported that an efficient surgical intervention and early mobilization after surgery are associated with better function outcomes [6] . That is why the surgical modification is the gold standard for the management of hip fractures [7] [8] [9] . Surgical intervention is associated with substantial pain reduction, while not increasing the risk of mortality [10] .
AO/OTA classification is the most referenced in recent scientific articles and is a derivative of the Muller classification. The AO/OTA has nine main "types", however correlation is best with only level 3 designation: 31A1, 31A2, and 31A3 categories; also there is no lateral radiographic parameter with the AO/OTA Copyright © 2017 by authors and Scientific Research Publishing Inc. This work is licensed under the Creative Commons Attribution International License (CC BY 4.0). http://creativecommons.org/licenses/by/4.0/ Open Access classification. Generally, the 31A1 fracture is the most stable, 31A2 more unstable, and the 31A3 the most unstable with SHS fixation. Unfortunately, the 4th and 5th subgroups of the classification have not been found to be reliably reproducible in prospective evaluation. There is a higher interobserver agreement with the AO/OTA classification than Evans/Jensen but neither have met the acceptable threshold for reliability.
In the OTA alphanumeric fracture classification, intertrochanteric hip fractures comprise type 31A. These fractures are divided into three groups, and each group is further divided into subgroups based on obliquity of the fracture line and degree of commination. Group There has been an ongoing debate regarding the method of surgery and the device of choice for that account; that is while there is no consensus regarding the selection of device among authors. Although there has been an increase in the use of intramedullary devices in the US [11] , given the long-standing history of using Dynamic hip screws (DHS) and the fact that they are less expensive and come along with the advantage of more familiarity with surgeons, it seems that the use of this device is still an appropriate choice for the treatment of hip fractures [12] .
In this study we aimed to evaluate patients with hip fracture with any type of fracture pattern (according to AO/OTA classification) and proximal femur bone quality (according to Dorr classification) who had undergone surgery using dynamic hip screws. We followed eligible patients and assessed the incidence of complications including nonunion and device failure.
Given the lack of agreement regarding the device of choice for the management of hip fractures, this study could provide the basis for further comparative studies regarding device selection and surgical methods to reach a global consensus. In the post-op evaluation patients were assessed in clinical visits; also telephone follow-up was performed for patients who could not make it to the clinic.
Material and Method
Patients were evaluated for medical complications, mobility status and in case of mortality, the details and the reason for the incidence was carefully documented.
Patients whose follow-up period exceeded 6 months were evaluated for union status, device failure. 
Result

Union
In the follow-up period, nonunion was seen in eight patients (14.3%). Among various variables that were analyzed for correlation with nonunion, female gender was the only variable to have a significant correlation (P = 0.023). Variables including AO/OTA and Dorr classification, were found to be irrelevant to the development of nonunion (P = 0.99 in AO/OTA classification group and P = 0.11 in Dorr classification group).
Device Failure
In the follow-up period, three patients Table 4 ).
Discussion
Union
The incidence of nonunion was 14.3% in this study while Yeganeh et al. had reported a 14.8% for DHS implantation and 3.7% of which associated with intramedullary implements rate that was similar to our finding [13] . We found a significant correlation between the incidence of nonunion and the female gender, which we could not explain.
A previous study by Setibudy T. had reported the incidence of nonunion to be 1.4%, all of which had occurred in patients with signs of an unstable fracture in This study shows that age, gender and mechanism of injury have not any significant relationship with device failure but this result is indeterminate. radiography [14] . This is while the rate of nonunion was higher in our study and it did not relate to the type of fracture. 
Screw Cutout and Device Failure
In our study, there were two device failure and one screw cutout in period of follow up. The mean of TAD was 22.57 (SD = 5.92) that has no correlation with device failure.
The rate of implant malfunction was 5.4% in this study, while Parker and Handoll had reported a 5% incidence in a previous study [10] . This rate was reported to be 1.5% and 2.6% and 3.6% in studies by Zhang and Chan and Setibudy, respectively [16] .
We found the correlation between fracture type and device failure to be (n = 38); and reported that there were 3 complications (2.6% device failure) [18] .
Two patients treated with PFNA had blade cut-out, owing to poor fracture reduction. One patient treated with DHS had screw cut-out and subsequently de- [19] . There was one loss of fixation (1% device failure) secondary to a non-traumatic sub-capital fracture at 3 months, for which a bipolar hemi-arthro-plasty was performed.
Dhamangaonkar et al. studied on 15 men and 5 women, aged 32 to 78 (mean, 55) years, who were randomized to the proximal femoral locking plate group, whereas 14 men and 6 women aged 38 to 75 (mean, 59) years were randomized to the conventional 135-degree DHS group [20] . Medicalization of the shaft occurred in 0 and 15 patients (P < 0.0001); varus collapse occurred in 2 and 5 patients (P = 0.408); and implant cut-out occurred in one patient in each group (5% device failure).
Emami et al. studied 60 patients with intertrochanteric fractures, in the range of 45 -60 years old, who were randomly divided into DHS and bipolar groups and 5% failure was reported in DHS group [21] .
Given the lack of a consensus regarding the device of choice for the management of hip fractures, it seems that neither the radiographic nor demographic parameters can be relied upon to predict the outcome in patients undergoing surgery. We suggest that a combination of parameters including surgeon's experiment, clinical, radiographic and para-clinical characteristics might elicit a more accurate outcome and could effectively guide the process of treatment and device selection as well as other surgical specifications.
